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Objective: As the demands on the health care system are
increasing, there are more calls to embed interprofes-
sional education (IPE) into health professionals’ curric-
ulum. However, the outcomes for the curriculum are still
being defined, and there is limited information about IPE
in medical contexts to guide educators. This study aims to
explore medical professionalism from the perspective of
Malaysian medical professionals and specifically the
interprofessional collaborative practice (ICP) compe-
tencies that are expected from physicians in Malaysian
medical contexts.
Methods: We conducted focus-group discussions with
medical doctors in Malaysia to capture the participants’
experiences and views on medical professionalism and
ICP. We then conducted a thematic analysis of the
transcripts. The data were managed by Atlas.Ti software.
Results: As many as 22 academician and non-
academician medical doctors participated in this study.
From the focus-group discussions, eight themes emerged
to describe medical professionalism in Malaysia. These
themes can be categorized into common, complementary
and collaborative competencies. We found that collabo-
rative competencies in Malaysia include ‘leadership and
interprofessional skills’ and ‘patient primacy’.
Conclusion: This study provided a preliminary descrip-
tion of medical professionalism and collaborative com-
petencies expected in Malaysia. The findings of this study
provide a skeleton for further studies about effectivey. This is an open access article under the CC BY-NC-ND license
.1016/j.jtumed.2016.09.001
N.S. Roslan et al.534teaching strategies and assessment tools that are used to
impart IPE.
Keywords: Collaborative competencies; Interprofessional
skills; Malaysia medical professionalism
 2016 The Authors.
Production and hosting by Elsevier Ltd on behalf of Taibah
University. This is an open access article under the CC BY-
NC-ND license (http://creativecommons.org/licenses/by-nc-
nd/4.0/).Introduction
Because healthcare today has become very complex, it is
extremely difficult for individual health professionals to
address all of the concerns necessary for improving a pa-
tient’s health.1 Changing demographics that include greater
longevity, the increasing prevalence of chronic illness and
lifestyle-related diseases have stretched the limited capacity
of available health professionals.2 Medical errors such as the
Bristol Royal infirmary inquiry3 have made clear to health
professionals that we cannot work in silos but should rely
upon complementary skills and knowledge from other
allied professions to deliver optimal care.2
The World Health Organization defined interprofessional
education (IPE) as an occasion when two or more pro-
fessions learn about, from and with each other to enable
effective collaboration and improve health outcomes.4 It has
been catalysed internationally5 and also by national
policymakers2 since 1988, driven by the factors mentioned
above. It is argued that when individual students from
various disciplines learn together and share their unique
perspectives, as graduates they will be a ‘collaborative
practice-ready’ workforce and become more competent in
responding to the increasing demand of patients’ health
needs.4 This has led to several efforts such as ‘Pain Week’
at the University of Toronto, where IPE is delivered during
the teaching of pain assessment and management.6
Although growing evidence has shown that IPE leads to
better access to health care, improved patient outcomes,
efficient use of clinical resources, increased motivation to
work in teams, reduced conflict among health care
providers and lower staff turnover rates,7e10 it has not
been a major focus in professional training.1 This is
unfortunate, as the students who participated in IPE
discovered that they experience benefits similar to those
experienced by clinicians who have been involved in IPE.1
The Institute of Medicine, located in the United States,
reported that medical errors are frequently caused by faulty
systems, processes and conditions that cause health pro-
fessionals to make mistakes.11 It is also well-recognized that
difficulties in working across different disciplines stem from a
lack of respect, teamwork skills and knowledge about others’
roles, all of which are necessary for improvement through
proper education.12 This has led to several recommendations
for the inclusion of interprofessional skills in the core
undergraduate curriculum for medical professionals.2,12 To
impart IPE, it is first necessary to explicitly articulate the
competencies, or capabilities, that are essential for studentsto effectively function as members of interprofessional health
care teams.2,4,13,14 However, these competencies or outcomes
are still being defined, and there is no internationally agreed
set of competencies to inform educators and their curricula.2
As shown in Table 1, available discussion about IPE
competencies demonstrated common themes such as
‘teamwork/collaboration’, ‘interprofessional relations’ and
‘communication’ and distinctive competencies in some
frameworks such as ‘leadership’ and ‘conflict resolution’.
The differences can be attributed to variations in the social
contract, the mutual obligations and expectations of both
society and health care professions.19 This parallels
emerging studies that show regional and cultural differences
in social contracts and public expectations towards health
professionals.20 Health care fragmentation has led to many
calls by the public for a coordinated and patient-focused
health care to aid patients through their illnesses.21
While the above examples illustrate more about the
‘collaborative’ competencies or capabilities required for
different professions to work together effectively, Barr sug-
gests that there are three types of essential components to
prepare graduates for interprofessional collaborative prac-
tice (ICP).22 These are individual professional competencies
that are exclusive to the professional practice, shared
competencies that overlap across some health professions
and interprofessional team competencies required for
health professionals to work with other allied professionals
and clients such as patients and families.22 These are also
known as complementary, common and collaborative
competencies, respectively.23
As illustrated in Table 1, it is apparent that current
discourse on IPE competencies largely reflects Western
perspectives and focuses more on collaborative
competencies. We are interested in knowing the qualities and
attributes that define physicians in interdependent health
care professional contexts and the ICP competencies
expected from a physician. Therefore, this study aims to
explore three aspects of medical professionalism (i.e.,
complementary, common and collaborative practice
competencies) from the perspective of Malaysian physicians
with an emphasis on collaborative practice competencies.
Materials and Methods
Study design
We conducted a qualitative study with phenomenological
design at the Universiti Sains Malaysia (USM) Health
Campus after receiving permission from the institutional
Human Research Ethics Committee, funded by USM Short
Term Grant 304/PPSP/61313159. This study took place in
2015. We utilized focus-group discussion to capture partici-
pants’ experiences and their social context in the discussion.
Participants’ background and sampling
We selected academician and non-academician medical
doctors from the USM Health Campus to participate in this
study. USM is located in the east Malaysia and equipped
with a teaching hospital, namely Hospital Universiti Sains
Malaysia, that is composed of medical doctors similar to the
Table 1: Comparison of IPE learning outcomes or competencies as set by different regions.
Australia15 Canada16 Linko¨ping University, Sweden17 United Kingdom18 World Health Organization4
Communication Interprofessional
communication
Awareness of skills and
competencies of other professions
Ethical practice Communication
Collaboration/
teamwork
Collaborative leadership Cooperation with
other professions
Interprofessional
working
Teamwork
Interprofessional
relations
Interprofessional
conflict resolution
Knowing roles and capabilities
of other professions
Knowledge in
practice
Relationship with and
recognizing patients’ needs
Learning/teaching Patient/client/family/
community-centred care
Reflection Learning and critical reflection
Management/
leadership
Role clarification Roles and responsibilities
Team functioning Ethical practice
Interprofessional collaborative practice competencies 535most similar institutions in Malaysia. The inclusion criteria
consisted of having a degree in medicine and having patient
care experience.
In accordance with non-probability sampling, our
sample-size estimation was guided by the saturation princi-
ple. Saturation occurs when data collection does not yield
new information and similar instances are seen elsewhere.25
Based on 17 factors that have been shown to influence
sample size,26e28 we estimated that saturation would occur
at some point between 20 and 50 participants.
We employed purposive sampling with a maximum vari-
ation strategy to capture a wide range of participants’ ex-
periences from patients of different ethnicities (Malay/
Chinese/Indian/Others), genders (Male/Female), specialities
(Medical/Surgical/Outpatient/Laboratory Based/Basic Sci-
ences) and experience in patient care (junior/senior). We
invited 60 academicians and 30 non-academician doctors
who represent all of the variables above to participate in the
study through formal letters and electronic mail. Invitation
letters contained study information, consent forms, focus-
group discussion schedules and self-addressed envelopes.
Participation was voluntary, and all volunteers were sched-
uled according to their choice of appointment time for a
focus-group discussion session.
Data collection
We piloted the focus-group protocol in advance of the
study using 3 different participants belonging to the same
cohort. Based on the participants’ feedback, an additional
ground rule was added: ‘Participants may use either English,
Malay or both in discussion’. Otherwise, the participants felt
the protocol was open-ended and appropriate, and because it
triggered much discussion, no further modification was
deemed necessary.
We conducted focus-group discussion sessions until we
reached saturation. To encourage free-flowing conversation
and disclosure, we emphasized homogeneity in group seg-
mentation. Confidentiality, anonymity and right to withdraw
were emphasized at the beginning of each session. The focus-
group discussion was handled by a trained moderator and
commenced with an open-ended trigger, ‘Medical profes-
sionalism to me is.’. We audio-taped the discussion, and
field notes were taken to capture non-verbal cues. At the end
of each session, all participants were given a box of cookies
as an appreciation for their commitment to aid our under-
standing of IPE.Data analysis
We initiated data analysis simultaneously with data
collection. This interim analysis allowed us to make adjust-
ments and test emerging themes against the subsequent
data.29 We reached data saturation after the sixth focus-
group discussion sessions, and all audio recordings were
transcribed verbatim. Each participant was assigned a
pseudonym to maintain confidentiality.
We analysed the transcripts using thematic analysis, as it
offers thick description of data, generates unanticipated in-
sights, incorporates social context and produces analysis that
is suitable for informing policy development.30 We adopted
six phases of analysis in which the transcripts were initially
read repetitively for familiarization, active searchability
and meaning. In the second stage, using Atlas.Ti version
7.9, the initial codes were generated through inductive
analysis and not influenced by researchers’ analytic
preconceptions. It is then followed by another analysis at a
broader level of themes. In the fourth stage, the themes
were refined to ensure internal homogeneity and external
heterogeneity. We also incorporated analysts’ triangulation
to enhance the findings’ validity. In the fifth stage, the
themes were defined and named by the aspects that they
capture, and in the final stage, the report of the analysis is
written.30
We incorporated several measures to enhance the validity
of the findings. Table 2 summarizes provisions made to
address Guba’s Four Criteria for identifying trustworthy
qualitative studies.31Results
A total of 22 participants volunteered to participate. The
relatively low participation rate was attributed to time in-
compatibility regarding volunteers’ ability to attend focus-
group discussions. However, because we obtained rich data
and reached saturation with 22 participants, we did not seek
more participants because the investment of time and re-
sources to do so would not have been worthwhile. The
complete demographic data of the participants are illustrated
in Table 3.
Eight themes and 40 subthemes emerged from the focus-
group discussion. This can be categorized into complemen-
tary or profession-specific competencies, common and
collaborative competencies.32 Example of transcripts have
Table 2: Provisions made to address the findings’ trustworthiness.
Credibility (internal validity) Transferability (external validity) Dependability (reliability) Confirmability (objectivity)
Prolonged engagement
Data sources triangulation
Iterative questioning
Peer-debriefing session
Peer scrutiny of findings
Reflective commentaries
Trained moderator
Member checking
Structural coherence
Nominated sample
Thick description
Codeerecode procedure Unbiased moderator
Audit trail
Analyst triangulation
Reflective analysis
N.S. Roslan et al.536been selected to further illustrate each competencies in
Tables 4, 5 and 6 respectively.
Competence
The participants held the strong view that physicians must
have sufficient knowledge and skills for the sake of patientTable 3: Participants’ demographic data.
Participants characteristics Number of
participants (n ¼ 22)
Centre Academician 17
Non-academician 5
Speciality Medical based 9
Surgical based 3
Outpatient 3
Laboratory-based 1
Basic science 6
Gender Male 9
Female 13
Ethnicity Malay 21
Chinese 0
Indian 1
Others 0
Table 4: Themes of complementary competencies, with textual
examples.
Complementary Competencies
Themes Subthemes Quotations
Competence Knowledgeable ‘If we are professional, we should
have these characteristics as a
professional. So um, one main
thing is knowledge of course.
If we want to be a doctor, we
must perform well in academic.
But it does not really dictate
whether we are going to be a
good doctor or not.’
Skilful
Being expert in
one’s own field
Professional
autonomy
Professional
traits
Professional
responsibility
‘If we see the education that
doctors have to go through, we
will realize that it needs
commitment in terms of time and
sacrifice in terms of our family.
If we cannot commit to that,
then it will be difficult.’
Commitment
Patience
Sacrifice
Resilience
Protect
confidentialitymanagement and providing high-quality care. There were
some participants who highlighted that in this era of speci-
ality care, physicians should also be experts in their fields in
addition to having the knowledge necessary to ensure safe
practice. Participants also stated that physicians are expected
to be able to exercise their professional judgement in situa-
tions in which patients have lost their decision-making
capacities.
Professional traits
Participants also emphasized that physicians are endowed
with the responsibility of treating the sick and ameliorating
suffering. However, physicians are expected to maintain the
trust given to them at all times and not to breach confiden-
tiality in any circumstances. There was also extensive dis-
cussion about how physicians must have distinctive qualities
such as patience and resilience to persevere the demanding
nature of the profession.
Code of conduct
There was consensus among participants that physicians
must abide by the standard of the right conduct, including
medical ethics, institutional guidelines for health practi-
tioners and even religious ethics, since faith has become a
driving force for some physicians in performing their duties
with excellence.
Excellence and commitment to professional development
The participants also emphasized that physicians must
strive to give the best quality of care and voluntarily strive to
update their knowledge. There was also considerable dis-
cussion about the fact that because of many potential con-
flicts that may arise in the health industry, physicians should
be able to handle their emotions appropriately and take re-
sponsibility for their wellbeing.
Equality and humanity
Many participants also accentuated that human touch is
the most important element expected from health practi-
tioners. They also agreed that all patients must be treated
equally and that all types of discriminations based on race,
religion or socioeconomic status must be consciously
eliminated.
Table 5: Themes of common competencies, with textual examples.
Common Competencies
Themes Subthemes Quotations
Code of conduct Conscientious ‘It means that once we are a doctor then we have to be professional
to the staff too. That means the whole environment; Patients,
staffs and then your seniors.’
Ethical
Following guidelines
Honesty
Professional behaviour
Religious conduct
Excellence and commitment
to professional development
Lifelong learning ‘A practitioner must commit to lifelong learning because the
treatment 10 or 20 years ago is different from today . is not
suitable with the previous practice. So we must update our
knowledge, according to evidence based medicine.’
Internal motivation
Emotional intelligence
Self-management
Quality of care
Dealing with difficult situations
Equality and humanity Compassion ‘No matter whomever come whether its laymen or doctor, when they
came for help we have to offer the best we can give. That should
be our principle.’
Kindness
Fairness
Beneficence
Social accountability Commitment to public good ‘We cannot be exclusive in our practice and confined in the university
or ivory tower. But we should extend that to the society; give the
impact of the health to the society. I think that should be the way.’
Interprofessional collaborative practice competencies 537Social accountability
Commitment to public good appeared as the only sub-
theme under social accountability. Several participants
highlighted that physicians must actively engage with the
community to meet the highest-priority health needs of the
public.
Leadership and interprofessional skills
Communication skills and respect appeared as the two
skills most often cited in the discussions. The participants
agreed that communication skills are paramount for deliv-
ering effective treatment, and respect is the most basic right
that any patient or allied health members can acquire from
physicians. The participants were also in consensus that
teamwork is essential to ensure the best health of the patients
and also the wellbeing of the health professionals. Several
participants also proposed that when multiple health pro-
fessionals work collaboratively, physicians should display
qualities of good leadership and exemplary behaviour.
Patient primacy
The participants highlighted that physicians must be
committed to developing positive patientephysician re-
lationships. They also proposed that physicians should be
empathetic and sensitive to promote patient-centred care and
to ensure compliance. Several participants also stated that
physicians must acknowledge their limitations and prevent
any type of harm to patients.
Discussion
To our knowledge, this is the first study regarding medical
professionalism in Malaysia and physicians’ competencies
from the lens of ICP, as defined by Barr.22 Eight themesemerged according to which we categorized the participants’
perspectives. In general, all participants agreed that it is
difficult to pin medical professionalism to a single term but
instead looked at medical professionalism as a collection of
desirable values held and expressed by a physician. There
are different trends of thought regarding this topic in the
literature. According to existing literature, these qualities or
attributes can be expressed as ideal conduct, which is only
achievable by the outstanding physicians, or as the
minimum standard.33 We felt that the phrase ‘ideal conduct’
would deter many physicians from trying to meet this high
standard, whereas setting the lowest-achievable standard is
undesirable for patients. Therefore, we have opted to define
the highest standard as the optimal standard, which is
achievable by the most conscientious physicians under
normal conditions of practice.34
Within the discussion, the themes most often discussed
belonged under leadership & interprofessional skills
(collaborative), code of conduct (common) and patient pri-
macy (collaborative). As health care systems become more
interdependent, health care professionals, including physi-
cians, are expected to be capable of working in partnership.
While many institutions have taken great measures to ensure
that common and complementary competencies are effec-
tively taught, this is still not the case for collaborative com-
petencies.13,32 However, the literature continues to
recommend that it is important for providing clinical
settings where collaborative competencies can be modelled
for the learners from various health professions.13
Within the theme ‘leadership and interprofessional skills’,
subthemes such as ‘communication skills’, ‘respect’ and
‘teamwork’ are found to correspond to all available frame-
works of IPE competencies. This parallels much of the evi-
dence that demonstrates a significant relationship between
team communication and patient safety, which failures have
resulted in error, negative outcomes and also death.10 In fact,
one study in casualty setting has shown that teamwork
training leads to an improved quality of observed team
Table 6: Themes of collaborative competencies, with textual examples.
Collaborative Competencies
Themes Subthemes Quotations
Leadership and
interprofessional skills
Communication skills ‘I think the professional should be the one that can work in teamwork
and able to collaborate with other field, specialty and subspecialty so
they will improve the quality of the care to the patient.’
‘You have to be good to your client, your colleague as well but we
tend to under treat our own colleague.’
‘We have to respect our colleagues. It is unfortunate that a lot of
senior doctors do not respect the younger colleagues.’
‘If we categorize ourselves as professional, we should respect our
colleague. If our colleague give this kind of treatment, we should
consider, we don’t condemn you know. Rather than condemn or
complaint, give a suggestion, a good suggestion.’
‘To me when it comes to values, when we want to teach someone,
it should come from us. Whatever that we practice, that should be
taught to our students. So I would rather say that it’s not my teaching,
but what I’m showing. It’s very, very powerful and it’s very,
very dangerous. You know, all the unspoken words.’
Respect
Teamwork
Conflict management
Role model
Credibility
Patient primacy Patientephysician
relationship
‘We treat the patient to our best. We treat them to cure and help them.’
‘In difficult situation, we negotiate with the patient so that we have
a consensus on our decision, so that we agree on our decision we
made rather than the parents and doctors relationship
would be severely jeopardized.’
‘Sometimes we have a very limited experience in terms of knowledge,
collaboration and networking. We have to refer, if we don’t know.
That’s called professional too.’
Accountability
Autonomy
Acknowledge limitations
Do no harm
Empathy
Sensitivity
N.S. Roslan et al.538behaviours and a significant decrease in clinical errors
compared to the control group.35 We postulated that these
competencies are also highly valued in Malaysia due to its
collectivist culture, in which professional relationships are
also regarded in moral terms.36 On the other hand, ‘conflict
management’ is only mentioned specifically by the
framework from Canada.16 The participants recognized
that there are many potential conflicts that can arise in
patient care and that it is therefore essential for health
professionals to be able to address conflict and develop a
consensus even though there are differing views about what
constitutes the best care. Leadership subthemes such as
‘role model’ and ‘credibility’ are, however, addressed only
by the Canada and Australia frameworks. Although they
have been ranked as non-essential attributes of physicians
in a study by Chandratilake,37 our participants agreed that
they should be part of physician competency, as medical
leadership exists at individual, front-line treatment, local-
unit and policy-making levels.
On the contrary, similar competencies for ‘patient pri-
macy’ were only addressed by Canadian and WHO frame-
works.4,16 The subthemes described by the participants such
as ‘patientephysician relationship’, ‘autonomy’,
‘accountability’, ‘sensitivity’ and ‘empathy’ evoke a
patient-centred care practice. It not only highlights the
concept of working collaboratively for the best interest of
patients but also promotes the concept of ‘patient-centred
collaborative care’ in which there is ‘partnership between a
team of health providers and a patient where the patient
retains control over his/her care and is provided access to the
knowledge and skills of team members to arrive at a realistic
team-shared plan of care and access to the resources to
achieve the plan’.16Implementing IPE comes with many challenges, such as
scheduling, difficulty arranging students of compatible
groups, lack of institutional support and, most importantly,
unprepared faculty.38 The literature on IPE learning
outcomes are still scant, as is discussion of related teaching
strategies and evaluation practices. Table 7 illustrates some
suggested examples of learning outcomes, teaching
strategies and assessment tools that can be implemented to
foster constructive alignment in IPE. As its components
rest more on the ‘shows how’ and ‘does’ levels of Miller’s
pyramid of clinical competence,39 we proposed workplace-
based assessment or ‘the assessment of day-to-day practices
performed in the working environment’, as it provides a basis
for the evaluating performance in context and offers
formative components for the students.40
The study’s strength includes the scientific rigour
regarding how it was carried out and the depth of infor-
mation it has created in aiding our understanding of med-
ical professionalism, specifically in terms of the importance
of IPE. The study’s samples include academicians who have
vast experience in health-professions teaching and are able
to reflect on their experiences well. The data analysis and
coding framework were also performed according to the
established guidelines.30 The protocol was also piloted and
run by a trained moderator to produce unbiased and
informative findings. The validity of the findings is
further supported by the similarities described in other
frameworks.
The study’s limitation can be attributed to the single
perspective that constitutes the framework. Ideally, this study
would include views from other allied health professionals,
administrators and patients. Although many participants
have practiced at other institutions before, the single-
Table 7: Suggestion of learning outcomes, teaching strategies and assessment tools in collaborative competencies.2,38,41,42
Collaborative Competencies
Themes Subthemes Example of
Learning outcomes
The student will be able to.
Teaching strategies Assessment tools
Leadership and
interprofessional
skills
Communication
skills
Demonstrate the ability to communicate
effectively with others within
the care system
Small-group
discussion
Direct patient
interaction
Amsterdam attitudes and
communication scale
Teamwork Mini-Clinical
Evaluation Exercise
(T-MEX)
Respect Respect the role and competence
of other professions
Peer teaching
Patient case analysis
360 evaluation
Teamwork Recognise the roles of others and
work with other professions in
provision of care
Patient case analysis
Community-based
projects
T-MEX
360 evaluation
Conflict
management
Manage and resolve conflicts that arise Simulation
Patient case analysis
Reflection diary
Global view of supervisor
Role model Impart positive behaviour towards
members in the care system
Clinical teaching Global view of supervisor
Credibility Lead effectively in multi-disciplinary care
and ensure that all allied professional
opinions are considered
Community-based
projects
Patient case analysis
360 evaluation
Patient primacy Patientephysician
relationship
Listen actively to patients and address
patients appropriately
Direct patient
interaction
Simulation
Shadowing
Mini Clinical Encounter
Exercise (Mini CEX)
T-MEX
Accountability Discuss treatment options with patients,
acknowledge their concerns and guide
them in decision-making
Small-group
discussion
Direct patient
interaction
Simulation
Patient assessment
questionnaires
OSCE
Autonomy Promote independence and autonomy
of patients
Direct patient
interaction
Simulation
Patient assessment
questionnaires
OSCE
Acknowledge
limitation
Critically appraise own gaps in
knowledge and skills and admit errors
Reflective exercises T-MEX
Do no harm Take necessary measures to
prevent errors
Clinical teaching
Simulation
Critical incident report
Empathy Demonstrate empathetic behaviour Direct patient
interaction
Simulation
Jefferson Scale of Empathy
Interpersonal reactivity index
Sensitivity Respond to the needs of patients
and to caregivers’ sensitivity in all
aspects of diversity
Community-based
projects
Direct patient
interaction
Simulation
Cross-cultural adaptability
inventory
Patient assessment
questionnaires
Interprofessional collaborative practice competencies 539institution study might have limited its generalizability for
other institutions. Other limitations include the non-
availability of Chinese and minority ethnic participants as
volunteers for the study, whose reflections on their own
values are currently underrepresented in the discussion.
However, this study has explored the essential pre-
liminary data needed to inform our initial effort to incor-
porate IPE in medical-professional curriculum. The findings
also suggest that to produce ‘collaborative-practice ready’
graduates, we must be committed to IPE, and more studies
are warranted to understand which teaching strategies and
assessment tools are effective for imparting collaborative
competencies. This information is desirable for developing
action plans that can inform policymakers and educators
about the implementation of IPE and ICP within Malaysian
contexts.Conclusion
This study’s findings suggested that medical profession-
alism in Malaysia comprises eight attributes that can be
categorized into common, complementary and collaborative
competencies. While the outcomes related to the common
and complementary competencies might have been success-
fully imparted, the outcomes of collaborative practice are
still being defined. We hope our work will act as a catalyst in
promoting discussion and consensus about the imple-
mentation of IPE in Malaysia health-profession institutions.Conflicts of interest
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